The findings in this study revealed that com m unity-based education is education that uses the comm unity extensively, especially the under-developed and under-resourced settings, for learning purposes in order to enhance relevance o f nursing education to the needs o f the South African population. The core discrim inatory characteristics o f C B E were found to include; prim acy of the com m unity as a learning environm ent; the early exposure o f students to com m unity-based learning experiences; community-based learning experiences dominating the curriculum, exposure to com m unity-based learning experiences throughout the curriculum , vertical sequencing o f community-based learning experiences in a curriculum, starting from primary settings to secondary and later tertiary health care settings to facilitate the developm ent o f com petencies required when serving in all these settings, and lastly, learning through providing service to the under resourced com m unities. C om m unity involvem ent and partnership, problem -centred learning, valid assessm ent o f learning em anated as im portant characteristics o f CBE but which were identified as gaps in the existing program m es. R ecom m endations focused on these gaps as well as to the problem o f com m unity-based learning experiences which were mainly concentrated in first and/or second year levels in most o f the programmes.
Introduction
One o f the important developm ents in South Africa was the transformation of the H ealth Care System to a prim ary h e a lth c a re (P H C ) a p p ro a c h . T h is developm ent served as a major stimulus fo r c h a n g e in health p r o fe s s io n a ls ' education, including nursing. A paradigm sh ift from ho sp ital b ased , c u ra tiv efocused education to PHC-oriented and community-based education was marked in the early 1990s. Increasing the number o f com m unity-oriented graduates with knowledge of primary health care, who w ould be able to serve the m edically under-served areas was and still is a n a tio n a l c o n c e rn in S o u th A fric a . C o m m u n ity -b ased ed u c atio n (C B E ) em erg ed as one strateg y th at could p ro d u c e g ra d u a te s o f th is n a tu re . C u rre n tly , th e n u m b e r o f n u rsin g e d u c a tio n in s titu tio n s c h a n g in g to com m unity-based education (CBE) is rapidly increasing, thus making CBE a familiar concept in South Africa.
Literature review
This study employed a grounded theory a p p ro a c h , w h ic h d o e s n o t su p p o rt extensive review o f literature during the initial stages o f research . C o m p lete immersion in literature is discouraged at this early stage as preconceived ideas a b o u t th e p re c ise n a tu re o f th e phenom ena and how other researchers have interpreted this phenomenon can co lo u r the d irectio n o f the research (D o n o v an , 1995, p7 1 0 ). T he in itia l literature search helped in illuminating gaps in the understanding o f the term CBE, and assisted in shaping and refining the research questions. Initial literature review attempted to make a distinction between CBE and com m unity-oriented education (C O E), as these term s are commonly used interchangeably. Part of the lite ra tu re re v ie w in c lu d e d understanding o f the term com m unity and h ig h lig h tin g n u rsin g e d u c a tio n institutions running CBE programme in South Africa.
Conceptualisation of communityoriented education
The terms COE and CBE are sometimes used interchangeably m ainly because they share some characteristics. Hamad (2000:15) defines COE as education that prepares health professionals to respond to priority health needs of a community, with the emphasis on health promotion and disease prevention. The focus o f C O E is on p o p u la tio n g ro u p s an d individual persons in the com m unity, taking into account in all aspects o f its o p e ra tio n , th e h e a lth n e e d s o f th e co m m u n ity c o n c e rn e d . L e a rn in g however does not necessarily have to take place in the com m unity settings. A cco rd in g to B or (2 0 0 3 :4 0 1 ) such training could be situated in community, u n iv e rs ity o r o th e r s e ttin g s and augm ented by distance learning. The emphasis in COE is that the curriculum should be driven by health needs and problems of the community but teaching and learning does not necessarily have to take place in community settings. Hamad (2000:15) pointed out that as any institution with a slight degree of focus on the population and the needs of the community may unjustifiable claim to be com m unity-oriented there is a need to e la b o ra te fu rth e r and e v o k e so m e quantification of the basic components of COE. Hamad suggested the following q u e s tio n s w h en e v a lu a tin g a C O E programme:
• How far are the aims, objectives and basic principles on which the educational activities are based determ ined by the needs and priority health problems of the community within which the institution e x is ts ? T he e m p h a sis here is on educational activities, not on a curriculum document which is not implemented.
• To what extent does the programme adopt a comprehensive approach (health promotion, prevention and rehabilitation) as o p p o se d to fo c u sin g m a in ly on curative activities?
• How much does the training make use of resources available in the community and technology appropriate to it and how far does it provide for train in g students in real life situations in which they are likely to work after graduation?
• How much of the total training (what percentage) is based in the community at large and in peripheral health units (primary health care centres and clinics) ra th e r than bein g lim ited to h ig h ly equipped teaching hospitals. Is there an appropriate balance in training to cover the w hole sp ectru m o f h e alth care; primary, secondary and tertiary? Does this train in g start early eno u g h and continue throughout the programme?
• How far the programme as a whole integrates with the health care system, th u s p ro m o tin g an in te g ra te d developm ent o f health se rv ice s and human resources for health. Is there a functional partnership with the health sy ste m , h e a lth re la te d s e c to rs and community concerned?
• W hat are the in d icato rs th at the g ra d u a te s w ill h av e a b ility and conviction to serve their community and perform particular duties which fulfils the objectives o f CO E, duties such as to mobilise, organise and inspire community and p a rtic ip a te in c o m m u n ity developm ent activities; diagnose and manage priority health problems in the country at the individual, fam ily and community levels and contribute to the promotion o f health systems; function effectively within a health team, and so forth.
As stated in Schmidt, Magzoub, Nooman and Vluggen (2000: 15) it is important to note that COE is not aimed at producing community specialists but graduate who would be able to respond primarily to the needs o f the com m unity concerned. These graduates whether functioning in research units or speciality units should be characterised by their com m unityo rien ted approach, by being able to in itia te a c tiv itie s and c o n trib u te to addressing the problem at its source rather than waiting to receive it at the end o f the line in the clinic or hospital where it has already assumed advanced proportions which are hard to contain.
Community-based education
CBE is viewed as com munity-oriented education defined by the setting in which learning takes place, the com m unity setting. According to Bor (1993: 401) learning in CBE takes place in a variety o f settings resem bling those in which graduates are likely to practice after graduation, but the community setting is used extensively. A ccording to Uys, B otm a and C ric h to n (2 0 0 3 :1 0 1 ) if com munity-based learning experiences are 50% or m ore that program m e is com m unity-based whereas if less than 50% that program m e is com m unityoriented. A characteristic unique to CBE is that learning inherently takes places o u ts id e the c la ssro o m o r te a c h in g hospital (Magzoub and Schmidt, 2000:54) . This means learning is no longer confined within the four walls o f the classroom or hospital settings, a major part o f it takes place in the community settings.
In the context of CBE the term community is defined as the total population o f the region in which students are placed for le a rn in g p u rp o se s (W o rld H e alth Organisation, 1987:8) . It refers to a group of individuals and families living together in a defined geographic area, usually comprising a village, town or city. This group would require primary, secondary and tertiary care services (World Health Organisation, 1987:8) .
M atteson (2000:3) highlights another distinctive characteristic o f CB E that, CBE brings together three components; the members o f the university (students and university staff), the providers of health care in the community, and the members o f the community. According to this author CBE embraces and values the k n o w le d g e and s k ills o f all participants (faculty, students, providers and residents) because they all learn from each other. It enables the participants to w ork co llaboratively to im prove the health of individuals, groups, and the n e ig h b o u rh o o d as a w h o le w h ile educating faculty and students in the realities of patient or client lives. These three partners are crucial in enhancing re le v a n c e and re s p o n s iv e n e s s o f education to the needs of the population. In c o n c lu s io n , th e fe a tu re s distinguishing CBE from CO E is firstly, the setting where learning takes place, se c o n d ly , th e to ta l p e rc e n ta g e o f community-based learning experiences in a program m e and thirdly, the degree of p a r tn e rs h ip b e tw e e n th e a c a d e m ic institution, the community and the health care sector. The curriculum determinants as well as the focus o f the curriculum and purpose of education are the same.
Community-based nursing education in South Africa
In South Africa, CBE program nm es are r e p o r te d in a n u m b e r o f n u rsin g education institutions. T h e a n a ly s is o f th e e x is tin g C B E programmes revealed that their focus vary from service-oriented programmes with less e m p h a sis on learn in g , to those b a la n c in g learn in g and p ro v isio n o f service, and those placing more emphasis on learning than service provision. 
Problem statement
Several factors have been identified as the causes o f the apparent lack o f the consensus in the understanding o f CBE. Firstly, com m unity-based basic nursing education in South Africa arose in the e a rly 1990s as a " r e a c tio n " to th e re a liz a tio n o f th e in a d e q u a c y o f traditional health education program m es in p reparin g grad u ates w ith relev an t knowledge and skills to meet the health needs of the community. Secondly, the transform ation of the health care system in S o u th A fric a , w ith PH C as an underlying policy required urgent reform in the preparation of health professionals. T his sudden realization and reaction a lm o s t p re c lu d e d any fo rm o f professional and/or intellectual discourse of what the phenomenon CBE means and/ or e n ta ils . T he re su lt has b een the e v o lv e m e n t o f a n u m b e r o f " u n c o n n e c te d " and u n re la te d C B E p ro g ra m m e s in the c o u n try . It is appreciated that the diversity provides a rich and v ib ra n t n u rsin g e d u c a tio n environment in the country, but a problem arises in the nature of such diversity, as th e y in d ic a te o b v io u s lack in the u n d erstan d in g o f w hat C B E entails. According to Towle (1992:4) , the lack of clarity on the concept o f CBE leads to inconsistencies of approaches and mixed messages to people, and that is likely to affect expected outcomes o f CBE. The in c o n s is te n c y in e x is tin g C B E program m es in South Africa revealed a n eed fo r sh a re d v ie w s on th is p h en o m en o n in o rd er to fa c ilita te a m eaningful practice o f CBE in basic nursing programmes.
Purpose of the study
The purpose o f the study was to analyse community-based education with the aim o f discovering shared conceptualisation o f this phenom enon in basic nursing e d u c a tio n w ith in the S outh A frican context.
Objectives of the study
The objectives o f this study were to (a) analyse the phenom enon CBE and the m eaning attached to it in various nursing education institutions, and (b) describe the c o n c e p tu a lisa tio n o f the p h e n o m enon CBE in basic nursing education programm es in South Africa.
Ethical considerations
This study was conducted for academic purposes, therefore ethical clearance to conduct this study was obtained from th e u n iv e r s ity 's re s e a rc h e th ic s comm ittee. Permission was sought from heads o f schools that participated in this study as well as from the South African Nursing Council (SANC) and the National Department of Health (policy makers). confidentiality and code numbers were used to identify participants.
Operational definitions
Com m unity-based education; Com m unity-based education is defined as m ean s o f a c h ie v in g e d u c a tio n a l relev an c e to co m m u n ity needs and, consequently, as a way of implementing a c o m m u n ity -o rie n te d e d u c a tio n a l p ro g ra m m e. It c o n sists o f le a rn in g activities that utilize the com m unity extensively as a learning environment in w h ic h n o t o n ly stu d e n ts, b u t a lso teachers, and members of the community are actively involved throughout the educational experience. D epending on how the population is distributed the learning environment may be an urban, suburban or rural com m unity" (W HO, 1987:8) .
Basic nursing education;
Basic education refers to comprehensive education o f nursing students leading to re g is tra tio n as a n u rse (g e n e ra l, c o m m u n ity , and p s y c h ia try ) and midwifery.
Research methodology
A qualitative design and a grounded theory approach were used in this study. A g ro u n d e d th e o ry a p p ro a c h w as appropriate in this study as it is a method known for its ability to make greatest contribution in areas where little research has been done and when new viewpoints or gestalts are needed to describe the familiar phenomenon that is not clearly understood (Chenitz & Swanson, 1996:7) . As according to Stem (1994:213) there are two main methodological schools in grounded theory; one by G laser and another by Strauss and Corbin, Strauss an d C o r b in 's a p p ro a c h w as m ore appropriate in this study.
Setting description
In g ro u n d ed theory the selectio n o f se ttin g s is d irec ted by th eo re tic a lly re le v a n t c o n c e p ts . T h e re fo re the research er selected settings that will provide relevant and rich data. In this study, the criterion for inclusion o f the setting was determined by the existence o f a well-established community-based basic nursing education programme. The settings included four university nursing sc h o o ls w ith w e ll-e sta b lish e d C B E program m es and two nursing colleges and their satellite campuses.
Sampling procedure
Participants selected in grounded theory should be rich in information, as Creswell (1 9 9 8 ) sta te d th a t p a rtic ip a n ts are selected on the basis of their ability to contribute to the development o f theory. M ore im p o rta n tly , it re q u ire s an interactive process o f data collection, coding, analysis and planning what to study next, which in this particular study w as e n h a n c e d th ro u g h p u rp o s iv e sam plin g and th e o re tic a l sam p lin g . P u rp o siv e s a m p lin g , a c c o rd in g to Merriam "is based on the assumption that the in v e s tig a to r w an ts to d isc o v e r, u n d e rs ta n d , an d g a in in s ig h t and therefore must select a sample from which m ost can be le a r n e d " (1 9 9 8 : 6 1 ). Theoretical sampling, on the other hand, is a p ro c e ss o f d a ta c o lle c tio n fo r developing a theory whereby the analyst collects, codes and analyses data and decides what data to collect next and where to find them in order to develop a theory as it emerges (Glaser & Strauss, 1967:62) . The process of data collection in theoretical sampling was controlled by the emerging theory (Glaser, 1998:36) . T he re s e a rc h e r in te rv ie w e d C B E program m e directors and/or heads o f sc h o o ls, le v e l c o o rd in a to rs an d facilitators involved in community-based learning experiences. Policy makers; the S o u th A fric a n N u rsin g C o u n c il Education committee members as well as the N atio n al D e p a rtm e n t o f H ealth H um an R e so u rc e s re p re s e n ta tiv e s , participated in this study. Theoretical sampling was followed until the stage where saturation was achieved, with the total sam ple size o f 45 particip an ts. A ccording to G laser and S trau ss an adequate sample is determ ined by the judgem ent of the researcher, but occurs when further sam pling fails to reveal additional cate g o rie s, p ro p e rtie s, or relationships. The researcher must make a decision to discontinue collecting data and proceed to another research step (1967:63)
Data collection process
The c o lle c tio n o f ric h d a ta w as intensified by having two phases of data collection and through the use of multiple so u rc e s o f d a ta ; o b s e rv a tio n s , docum ents and interview s. The first phase was directed towards examining and analyzing the practice o f C BE in selected nursing schools. D uring this phase the researcher spent a minim um of three days on each site m ainly doing observations and analyzing documents.
The analysis o f docum ents continued also b etw een d iffe re n t site s v isits. Observations included looking, listening and asking o f questions. The researcher observed the phenomenon of CBE as it occurred in community learning settings and also observed how learning in the co m m u n ity w as tra n s fe rre d to classrooms. Events were documented as they occurred in the form o f field notes.
The second phase o f data collection fo cu sed on in te rv ie w s, w hich w ere informed by the data collected during observations. Interviewing participants was in line with the emphasis on asking questions as a primary tool of collecting data in a grounded theory. In the words of Glaser: Observational data is not enough. 
Data analysis
The QRS NVIVO programme was used to organize data and Strauss and Corbin's (1990:96) process o f data analysis was follow ed. A ccording to S trauss and Corbin, at the heart of grounded theory are th re e c o d in g p ro c e d u re s; open coding, axial coding and selective coding. Open coding during data collection until the stage where theoretical saturation is re a c h e d , w ith no new c a te g o rie s emerging from the process. It involves diving data into concepts, categories of c o n c e p ts, a ssig n in g p ro p e rtie s , d im e n sio n s o f p ro p e rtie s along the continuum, and breaking properties into dimensions (Strauss and Corbin, 1990: 61) . Out o f the open coding process evolve additional questions that need to be asked and data, which needs to be examined until the stage where no new categories emerge from the process. Axial
Coding processes concern matching 'conditions, context, action/interaction strategies and co n se q u e n c e s (1 9 9 0 :9 6 ). S e le c tiv e coding on the other hand is the process of selecting the core categories identified in the an aly sis and re la tin g it on a systematic way to the other categories uncovered in the research.
Results
F o u r th e m e s e m e rg e d as c o re discriminatory characteristics of CBE in basic nursing education in South Africa; the primacy of community as a learning environment, timing of first community exposure, duration and frequency o f co m m u n ity e x p o su re , and se rv ic e provision. These themes were uncovered from all three data sources. Other themes, which emerged as important but from two d a ta s o u rc e s, w ere c o m m u n ity p a rtic ip a tio n and in v o lv e m e n t, collaboration with the health care system and the com m unity, problem -centred le a rn in g , m u lti-d is c ip lin a ry team ap p ro a c h and v a lid p e rfo rm a n c e assessment. These themes em erged as important theoretically but implementing them practically was a challenge, thus making the first four themes as important features, currently in what is practiced as CBE in basic nursing in South Africa.
Primacy of community as a learning environment
The results made it clear that the setting where learning takes place in CBE is crucial because the environment used in CBE is more than just a place of learning as was the case in traditional education. The communities selected should have special features to provides students w ith ric h and d iv e rs e le a rn in g experiences. M ost o f the communities which were used for the placem ent of students had lim ited access to health services either due to accessibility o f the services (distance) or affordability (due to p o v e rty ). T h e s tu d e n ts h a d an opportunity to come into contact with the wider community, have first hand experience of realities in under-resourced com m unities and developed a better understanding of how the social, political and cultural factors contribute to health or ill health, as stated in the following extract. Unlike in traditional nursing education, communities used in CBE are carefully selected. In our school for example, we are surrounded by affluent communities. For our CBE programme to materialise we are placing our student in a community that is more than 30 km away from our school. We were looking for a community with special characteristics... Data sources also revealed that the nature of community settings selected enabled learners to learn about PHC be involved in PHC oriented activities in order to develop PHC related competencies.
Timing of first community exposure
T h is stu d y re v e a le d th a t th e firs t community exposure in a CBE curriculum should be as early as p o ssib le in a p ro g ra m m e . T he s tu d e n ts w ere introduced as early as in first year and sec o n d y e a r to c o m m u n ity -b a s e d learning experiences in order to lay a foundation early in PHC and communityfocused practice, not hospital focused practice. The first com m unity exposure was either in the comm unity per se or in co m m u n ity -b ased o rg a n iz a tio n s, as stated by the following participants: First exposure should be as early as possible in the programme. For example in our school th eir first exposure to community-based learning activities is in first year, as part o f the PHC module.
In our institution the first year students are p la c e d in c o m m u n ity -b a s e d organisations to assess self-care needs of healthy individuals o f all age groups, crech es, old age h o m es, etc and in second year are placed in com m unity settings. In fourth year, the mental health care module is also community-based.
It is however important to note that only three o f the seven nursing education institutions that participated in the study had c o m m u n ity -b a s e d le a rn in g experiences in third and fourth year.
Duration, frequency and sequencing of learning experiences
T he d u ra tio n o f c o m m u n ity -b a s e d lea rn in g e x p e rie n c e s in re la tio n to h o sp ital-b ased le a rn in g em erg ed as crucial in a program m e referred to as co m m u n ity -b ased . T he p a rtic ip a n ts e m p h a siz e d th a t c o m m u n ity -b a s e d learning experiences should be spread throughout the curriculum, from the first year in the programme up to the fourth year and co m m unity-based learning activities focusing on health promotion and illness prevention were traced at all levels in most of the CBE programmes. Some of the participants were precise about the percentage of the time to be dedicated to community based learning e x p e rie n c e s in a C B E p ro g ra m m e. A ccording to the data sources at least 50% o f th e p ro g ra m m e sh o u ld be dedicated to community based learning activities, as in the following extract: In a c o m m u n ity -b a se d p ro g ra m m e learning should take place in a balanced variety of setting with 50% or more of the time spent in activities taking place in community settings and the rest of the time spent in other settings. We believe th a t th e lo n g e r the e x p o su re to community-based activities the better are the chances of producing graduates with in te re st in serving the needs o f the community.
Learning experiences in a CBE curriculum were vertically sequenced in such that they prom oted continuity in learning, learning about healthy individuals first in th eir natural settings (fam ily and c o m m u n ity s e ttin g s ) and la te r hospitalised ones. Placing the students in com m unity setting prior to placing them in h o sp ital se ttin g s pro m o ted p ro v is io n o f c o n te x tu a lis e d and individualized care in hospitals settings. The students learn to appreciate and co n sid e r the p a tie n ts' co n tex t w hen rendering nursing care and when drawing discharge plans. One interviewee stated The arrangem ent of com m unity-based le a rn in g e x p e rie n c e s f a c ilita te the u nderstanding o f the clien ts in their normal environment first so that by the time the students meet them in hospital, they have a better understanding o f the clients' context and what is relevant with regard to their health education.
More importantly, the findings revealed th a t th e se q u e n c in g o f le a rn in g e x p e rie n c e s in a C B E c u rric u lu m facilitated the understanding of different levels of health care (primary, secondary an d te rtia ry ), the d e v e lo p m e n t o f competencies required at each level of care and the understanding of how the health care system functions, as well as th e re fe rra l sy ste m and lin e s o f communication in the new health care system.
Education for service
C B E w as also c o n c e p tu a lis e d as education incorporating learning as well as service rendering, rendering service e s p e c ia lly to u n d e r-re s o u rc e d communities with limited access to health care. Services rendered included home visits, health screening, blood pressure monitoring, glucose levels monitoring, wound care/dressings, health promotion and illness prevention programmes, and many other, while learning work related competencies, as stated in the following quote:
The s tu d e n ts en g a g e in le a rn in g activities which are educational as well as a form o f service especially to under resourced communities. For example, o u r s tu d e n ts c o n d u c t ho m e v isits. D u rin g th o se v isits th ey do h e a lth education, teach fa m ilie s things like preparing oral rehydration solutions, c h e ck b lo o d p re ssu re s, do g lu c o se monitoring fo r those with diabetes, do w o u n d d re ssin g s, a n d m a n y o th e r things.
In other institutions the term CBE was u sed in te rc h a n g e a b ly w ith se rv ic e learning because o f the strong service com ponent embedded in CBE, as stated in the following quote. We do not really differentiate between s e rv ic e le a rn in g and C B E in o u r departm ent because CBE incorporates both provision of service and learning, and both are important. Another reason for assuming they are similar is that the Service Learning Policy of our university serves as a reference or provides the context within which our CBE curriculum is based.
Data sources also revealed that students learn im portant nursing values while providing service to the community. The c o n c e p tu a l fra m e w o rk s o f all the institutions and some of the assignments g iven to the stu d en ts h ig h lig h ted a num ber o f nursing values o b served during the process of providing service to the community. It also emerged from in terview s that the student unaw are learned to apply these values during service rendering. M ore im portantly, learning in under-resourced communities enhanced in some of the students the development of interest and compassion in serving in settings of this nature.
Discussion of results
The conclusion drawn from this study w as th at C B E in b a sic n u rsin g program m es is characterised by four distinctive features. The community in the context of CBE was viewed as more than just a learning space. This setting e x p o se s stu d e n ts to liv e d y n a m ic con tex ts, and re a litie s o f life w here students were able to link theory to the real world thus making learning more meaningful. Through this setting the students were conscientised to the social issues and injustices influencing health, as well as other determinants o f health. The learning experiences in communities equipped students with com petencies required in addressing issues and health problems prevalent in communities. The community setting provided the students with a comprehensive view o f a patient/ client, not ju st a diseased individual. More importantly, preparing students in c o m m u n ity s e ttin g s w as h o p e d to influence th eir c a re e r ch o ic e s; w ith graduates ultimately choosing to serve in settings resem bling those in which they were trained.
Early exposure of students to communitybased learning experiences, especially in PH C s e ttin g s an d u n d e rs e rv e d communities and then later to learning experiences in tertiary health care settings was crucial in curriculum view ed as c o m m u n ity -b a se d . S tu d ie s h av e su p p o rte d p o sitiv e im p a c t o f e a rly exposure. For example, McLean (2004:43) ass e rte d th a t e a rly e x p o s u re is o f importance in that students recognize the need to prepare for community and PHC settings from early in the programme. The students develop insight early of what a PHC oriented health system requires and skills required to serve in PHC settings are developed as early as possible. It emerged in this study that although early exposure to community-based learning experiences might be viewed as "early indoctrination" o f students with PHC, it facilitates the building of a good PHC fou n d atio n , d ev elo p in g a cu ltu re of promoting health and preventing illness irrespective o f the setting w here the students are placed, even in hospital where curative care is the focus. More importantly, through exposure to hands on real life experiences, the students learn to assist in addressing the health needs of the population, as early as possible in their career life. Snadden and Mowat (1995:298) viewed sequencing of learning experiences from the healthy individuals to the sick as a key to meaningful teaching/learning in co m m u n ity -b ased learn in g . V ertical organisation of learning experiences is essential in a curriculum that is aimed at p ro d u c in g g ra d u a te s c o m p e te n t in rendering com prehensive health care, and who would be able to function at all levels of health care. Such sequencing e n s u re s th a t the s tu d e n ts h a v e an opportunity to develop com petencies required at each level of health care. They a lso learn to p ro v id e ca re th a t is individualised, holistic and which takes in to c o n s id e ra tio n th e p a tie n ts background.
CBE was also conceptualised in terms of the service provided and that service had a clear educational focus. In Kulewicz (2001:37) it is stated that learning o f this nature developed from an educational p h ilo so p h y th a t e n c o u ra g e s a c tiv e learning to fulfil social responsibilities. Over and above developing a sense of so c ia l re sp o n s ib ility , e n g a g in g in community-based learning experiences promotes learning that is more meaningful in that the students developed a better understanding o f what is expected in their future careers. A lthough Dewey (1 916:362) w as referring to general ed u c a tio n , he believed in p rep arin g learners through occupations, as that made learning more real, more practical and relevant to future occupations. It is during the process o f service delivery that the students develop w ork-related co m p e te n cies, eng ag in g in le arn in g experiences closely resembling those of professionals in practice.
Learning through providing service as stated in R odgers (2 0 0 1 :2 4 4 ), goes b e y o n d le a rn in g c o g n itiv e and behavioural skills; it also facilitates the development of the affective aspect in students. Learning by providing service e s p e c ia lly in u n d e rd e v e lo p e d communities facilitates the development o f a c o m p a ssio n and sen se o f c o m m itm e n t to s e rv ic e . K u le w ic z (2001:37), sharing a similar view, stated that learning through providing service en co u rag es learn in g to fu lfil social responsibilities. The students learn to contribute to the good o f the community and develop a special interest in serving under-resourced communities. Moreover, e x p o sin g s tu d e n ts to re a litie s in com m unity settin g s and w orking in partnership with communities facilitates the development of a number of important n u rsin g v a lu e s, su ch as, re sp e c t, autonomy, working with other people in partnership, altruism and social justice. U naw are, the students learn to apply these nursing values while interacting w ith the co m m u n ity . A c c o rd in g to Kulewitz (2001:37) , some o f the core values learned include human dignity, respect, altruism, autonomy, integrity and social justice, as was also documented in reviewed documents.
L e a rn in g in u n d e r-re s o u rc e d communities facilitates the development o f interest in issues related to social injustices. According to Asbury (2002:2) , as one b e co m es in v o lv e d in the com m unity, co n fro n tin g com m unity issues, they often want to know more about social issues prev alen t in the com m unity. They develop interest in so c ia l issu e s su ch as p o v e rty , hom elessness, dom estic violence, the A ID S e p id e m ic and m any o th e r contem porary social issues. As they learn through exploring these issues they develop a better understanding of them and how they impact on the lives of in d iv id u a ls in th e c o m m u n ity . In A sbury's view, because o f the interest d e v e lo p e d in so c ia l issu e s, w hen students provide service, they provide it with com passion, a service that has a m eaning to both the provider and the receiver of the service The service provided should how ever h av e a c le a r e d u c a tio n a l fo c u s, as learning is the main purpose of providing service. Q uinn, G am ble and Denham (2001:22) em phasized that academ ic institutions have an ethical obligation to see to the in terests o f the stu d en ts, therefore service provision should be secondary to learning.
Recommendations
Community-based learning experiences were more marked in first and second y e a r and tra c e s if any w ere n o te d th ro u g h o u t th e p ro g ra m m e s. It is understandable that the basic nursing e d u c a tio n p ro g ra m m e is a im e d at developing com prehensive graduates and the p rogram m e sh o u ld p rep are graduates in all these areas. Some of the programmes use the last year or two as specialisation years in m idw ifery and mental health with the focus on hospital care. In a CBE programme some o f the a sp e c ts in th e se m o d u le s can be com m unity-based. For exam ple, the m idw ifery m odule can have students placed in com m unities for post-natal care, visiting fam ilies w ith new born babies or following the mother and the child from the hospital back home to assist the mother during the first days post-natally.
C o m m u n ity in v o lv e m e n t and partnership, collaboration between the h ealth se rv ic e se c to r and acad em ic institutions, problem -centred learning that will inform the curriculum and valid asse ssm e n t o f le a rn in g e m erg ed as im portant characteristics theoretically but as a re a s w h ere p ro b le m s w ere experienced practically. Research studies focusing on how these aspects could be e n h a n c e d in C B E c u rric u la are recommended because these are some of the crucial aspects in the implementation of effective CBE programmes. The voices o f the com m unity and o f the health service sector should be as loud as the voice of academic institutions in CBE programmes especially because these are the consumers of the product produced from these p rogram m es. E valuation should also be in line with the nature of the c u rric u lu m to e n su re th a t the g ra d u a te s p ro d u c e d m eet th e set curriculum outcomes.
Conclusion
According to the findings in this study, first, CBE in basic nursing programmes is view ed as education that uses the com m unity ex ten siv ely fo r learning purposes, with hospitals forming part of clinical learning settings used, not as the main setting for learning. Second, CBE is e d u c a tio n th a t is ab le to p ro d u c e graduates who are equipped to provide contextualised and individualised care, care that takes into consideration the client's physical, psycho-social, political, eco n o m ic, c u ltu ra l and m any o th er factors impacting their health. Third, CBE is c o n c e p tu a lise d as e d u c a tio n that enhances relevance of nursing education to the n eed s o f th e S o u th A fric a n population. This is achieved through a curriculum that is driven by the prevalent health problems in the clinical including community learning settings, the use of a variety of clinical settings that facilitate the developm ent of expected graduate co m p e te n c ies as d e te rm in e d by the g r a d u a te s ' p ro file s in th e w o rk environment. Fourth, CBE emerged as an instrument used to prepare PHC oriented graduates, w ho are able to serve in primary health care settings and under resourced settings. In this regard CBE is view ed as one prom ising strategy to a d d re ss th e p ro b le m o f sk ew ed distribution o f nurses where rural and under-resourced settings are confronted with a problem of retaining nurses. It is b e lie v e d th a t e a rly and p ro lo n g e d exposure of students to these settings facilitated the development of interest in serving in settings of this nature. Fifth, CBE is conceptualised as education that facilitates the development of the sense of social responsibility in graduates and education that raises the consciousness o f grad u ates to the social in ju stices impacting on the health of individuals, families and communities, especially the under-developed comm unities. Lastly, CBE facilitates the development of some nursing values, which are crucial in n u rsin g p ra c tic e . T h is is a c h ie v e d through learning while providing service. M o re im p o rta n tly , le a rn in g w h ile providing service to clients helps in so c ia lis in g stu d en ts to th e ir fu tu re professional roles and to the nature of settings where they are likely to practice after graduating. CBE is more than just learning in com m unity settings it is education that facilitates academ ic as w ell as p e rso n a l and p ro fe s s io n a l development of students. 
